Aim: In many parts of the world, there is growing concern about youth homelessness.
Funding information
, is in the country's only province whose sole official language is French.
Montreal is also home to many English speakers; other linguistic minorities and immigrants. According to the 2016 census, 15.3% of Montreal's population was classified as low-income (Statistics Canada, 2017) .
Since 1980, there has been a rapid increase in homelessness in Canada, including among youth (Gaetz, Dej, Richter, & Redman, 2016) . Youth homelessness is not an exclusively Canadian concern. In the United States, for instance, a recent report estimated that 3.48 million young adults (aged 18 to 25 years) experienced homelessness or precarious housing over a 12-month period (Morton et al., 2018) .
In the United Kingdom, it was estimated that 83 000 youth had availed homelessness services for a one-year period (Clark, Burgess, Morris, & Udagawa, 2015) .
In Montreal, a 2015 count estimated that 3016 people (19% under 30 years) were homeless (Latimer, McGregor, Méthot, & Smith, 2015) .
Notably, this estimate did not include youth living in unstable, precarious, or unsafe housing (e.g., short-term homelessness; couch-surfing or squatting in abandoned, unsafe buildings). Further, Indigenous peoples, transgender persons and newcomer immigrants are overrepresented among homeless youth.
Definitions of youth homelessness vary across contexts making comparisons difficult. The Canadian Observatory on Homelessness defines the youth homeless as including those "who are living independently of parents and/or caregivers, but do not have the means or ability to acquire a stable, safe or consistent residence" (Gaetz, Gulliver, & Richter, 2014) .
Homelessness is both a consequence of and a contributing factor to mental health problems among youth (Folsom et al., 2005; Martijn & Sharpe, 2006) . Most mental disorders have their onset in youth and homelessness significantly exacerbates risk (Kessler et al., 2005) . Over 85% of homeless youth report high levels of psychological distress (Gaetz, O'Grady, Kidd, & Schwan, 2016) . Compared to the general youth population, there is a substantially higher prevalence among homeless youth of mental disorders (Whitbeck, Johnson, Hoyt, & Cauce, 2004) and of specific disorders like psychosis or substance misuse (Martin, Lampinen, & McGhee, 2006; Roy, Haley, & Leclerc, 2004) . Self-harm, and suicidal ideation and behaviours are also more frequent, with completed suicide and drug overdose being leading causes of premature death in this population (Roy, Haley, & Leclerc, 2004) . Importantly, rates of mental disorders and distress are higher in youth who have been homeless for longer (Solorio, Milburn, Andersen, Trifskin, & Rodriguez, 2006 invited to comment on the services received within the network. Viewing community mapping as a dynamic exercise that bears repetition, youth are still invited to mark and comment on the same map, which is hanging on a wall of the ACCESS EO RIPAJ youth space at Dans la rue.
Additional mapping activities have been undertaken in an ongoing graduate project that uses arts-based qualitative methods like PhotoVoice. A major strength of ACCESS EO RIPAJ is its ability to integrate under one umbrella services that address a range of homeless youth's needs (see Table 1 ). These include medical, psychological, psychiatric, education, employment, legal, housing, and financial services. For instance, la Clinique des jeunes de la rue, created within the province's public primary healthcare system, provides general health services.
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These include access to general practitioners, dentists, social workers, ACCESS EO values into all RIPAJ youth services. The diversity of our partners, though a core strength, makes the harmonization of practices difficult. A sustainability-related priority that we have identified is ensuring the retention of the positions of the project coordinator and the ACCESS Clinician. The coordinator will ensure the maintenance of smooth links between network partners and the continuation of common training and early identification activities. The ACCESS Clinician will ensure continued early identification, rapid access and navigation supports. We will also strive to sustain the elimination of age-based transitions. For unavoidable transitions, we will continue easing the process by accompanying youth.
Our model serves as an example for other initiatives that seek to address the mental health needs of homeless youth. As our experience has shown, homeless youth are well-served by an integrated services approach in which mental healthcare is part of a broad-spectrum compendium of services and supports. Facilitating service access for hard-to-reach youth also requires mobile clinicians who are flexible enough to meet youth where and when they desire. The structure of ACCESS EO RIPAJ itself represents an innovative approach to crosssectoral and inter-services integration whereby diverse services align around a common objective without losing their individual identities and strengths or requiring co-location or extensive restructuring. and the Graham Boeckh Foundation. We would like to acknowledge the involvement of youth who participate to improve the services offered within the network. A.M. and S.L. are supported by the Canada Research Chairs program. S.N.I., R.J., J.L.S. and S.L.
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